An 80-year-old man maintenance haemodialysis patient was admitted to the haemodialysis inpatient unit with complaints of chills and fever after haemodialysis sessions. The patient had been undergoing haemodialysis for 3.5 years thrice weekly. One year prior to current admission his right-sided permanent haemodialysis catheter was withdrawn and a new permanent catheter was inserted on the same side in another centre. Chest x-ray (figure 1A) showed that there were two catheter images in the right chest. The catheter which was thought that previously was taken out was still in place. The catheter was broken in the subcutaneous tunnel but the catheter tip was still in the right ventricular cavity. The second catheter image belonged to the current functional catheter. It lay parallel to the previous catheter until the right atrial caval vein junction. Procalcitonin level was 92.93 ng/ml. The patient was administered broadspectrum antibiotics after blood cultures were taken. Interventional radiology tried to extract the broken catheter with angiography. The catheter tip was tried to be removed from the right ventricle via macrosnare but catheter was stuck to the ventricle wall (figure 1B). Transthorasic and subsequently transoesophagial echocardiography did not reveal thrombus or vegetation. Thus, the patient underwent surgical catheter removal operation. During atriotomy, it was observed that the forgotten catheter extended into the right ventricular cavity and adhered to the ventricle wall. There were vegetations and organised thrombi in the posterior wall of the right atrium. The broken catheter was taken out without any complication, the earlier catheter was also removed and a new permanent catheter was inserted to the left side (figure 2). All the blood cultures obtained during the peak of fever, and from the earlier catheter were negative. The patient had no chills and fever after haemodialysis sessions, and procalcitonin level decreased to 0.49 ng/ml at the end of the treatment.
DESCRIPTION
An 80-year-old man maintenance haemodialysis patient was admitted to the haemodialysis inpatient unit with complaints of chills and fever after haemodialysis sessions. The patient had been undergoing haemodialysis for 3.5 years thrice weekly. One year prior to current admission his right-sided permanent haemodialysis catheter was withdrawn and a new permanent catheter was inserted on the same side in another centre. Chest x-ray (figure 1A) showed that there were two catheter images in the right chest. The catheter which was thought that previously was taken out was still in place. The catheter was broken in the subcutaneous tunnel but the catheter tip was still in the right ventricular cavity. The second catheter image belonged to the current functional catheter. It lay parallel to the previous catheter until the right atrial caval vein junction. Procalcitonin level was 92.93 ng/ml. The patient was administered broadspectrum antibiotics after blood cultures were taken. Interventional radiology tried to extract the broken catheter with angiography. The catheter tip was tried to be removed from the right ventricle via macrosnare but catheter was stuck to the ventricle wall (figure 1B). Transthorasic and subsequently transoesophagial echocardiography did not reveal thrombus or vegetation. Thus, the patient underwent surgical catheter removal operation. During atriotomy, it was observed that the forgotten catheter extended into the right ventricular cavity and adhered to the ventricle wall. There were vegetations and organised thrombi in the posterior wall of the right atrium. The broken catheter was taken out without any complication, the earlier catheter was also removed and a new permanent catheter was inserted to the left side (figure 2). All the blood cultures obtained during the peak of fever, and from the earlier catheter were negative. The patient had no chills and fever after haemodialysis sessions, and procalcitonin level decreased to 0.49 ng/ml at the end of the treatment.
Catheter care is of utmost importance to prevent infection and to prolong catheter life.
1 Removal of inserted catheter should be performed in the cases of catheterrelated infection and thrombus, damaged catheter or its occlusion, and at the end of the treatment. Removal shall be undertaken under aseptic conditions by experienced personnel who know all the parts of the inserted permanent catheter. It may require local anaesthesia and a small surgical incision to remove the cuff of the catheter. Controlled pressure shall be applied by the clinician until haemostasis is achieved and minor sutures could be provided for incision if symptoms of bleeding are observed. 2 3 Also some post removal checklist should be made to prevent complications: first, instruct the patient to call the physician on call for any symptoms of bleeding or infection, be sure that all components of catheter were completely removed, check the site after 10-15 min for subcutaneous bleeding and check up the cardiovascular and pulmonary systems for any possible internal bleeding and air embolism. Provide the control ultrasound or chest x-ray if necessary. 4 This case illustrates a marginal example of a mismanaged permanent haemodialysis catheter that led to serious blood stream infection and required a major surgical operation for its removal.
Learning points ▸ Self-removal of the catheter by the patient or its uncontrolled removal by inexperienced personnel can lead to various complications, such as bleeding, infection, air embolism or thrombosis and even loss of part of the catheter. ▸ Removal of central venous catheter should be undertaken by experienced personnel in aseptic conditions according to established protocols and postoperative checklist to avoid various complications.
